ABSTRACT This study evaluated the capacity of the medicine pricing mechanism of the National Medicines and Poisons Board (NMPB), the medicine regulatory agency of Sudan, in controlling prices of imported medicines. The study was conducted between July and September 2008 and data on the 50 most sold medicines in 2007 were obtained from the records of the regulatory authority and pharmacies in Khartoum; 135 products were included. The cost and freight (C&F) prices of 23% of the selected medicines approved by NMPB were over 10 times the International Reference Price; 71% of these items were generics. The wholesale price of only 40% of the studied medicines was less than that approved by NMPB, while the retail price of 47% of medicines was less than that approved by the authority. The retail price of 11 of 12 originator medicines was equal to or more than their prices published in the British National Formulary. The price of the medicines distributed by Central Medical Supplies was about 2-fold their C&F price. The current pricing system is of limited benefit in controlling medicine prices in Sudan.
Introduction
In Sudan, a pricing mechanism has been built into the registration system as a routine administrative exercise from the very beginning of medicine registration. Affordability is a critical factor in a country like Sudan, where poverty is deep and widespread. Such a situation increases the vulnerability of wide segments of the population to ill health. According to the Sudan Central Bureau of Statistics, over 45% of the population in Sudan is below the poverty line [1] . More than 70% pay out-of-pocket at both public and private sector facilities to meet their medical needs [2] .
In 2001, the Sudanese government passed an act regulating the prices of medicines in Sudan in both the public and private sector [3] . According to a technical discussion on medicine prices and access to medicines in the Eastern Mediterranean Region held by the World Health Organization (WHO), Regional Office for the East Mediterranean in 2007, prices of medicines in Sudan were among the highest in the Region [4] . The act was updated in 2009 and renamed the Medicines and Poisons Act.
Published studies on how governments in developing countries regulate prices of medicines are relatively few [5] . Although it is possible to know how much gets added on to a manufacturer's prices in the supply chain, it is not clear how much exporting pharmaceutical companies actually spend on production and thus the real revenues needed to meet their costs and still make a profit. In addition, how governments regulate the cost and freight (C&F), whole and retail prices in both public and private sectors is still widely unknown. Typically the largest mark-ups in addition to taxes and duties are the importers', wholesalers' and retailers' margins, which can add 35% to 70% to the factory price [4] .
The aim of this study was to evaluate the current medicine pricing system used by the National Medicines and Poisons Board (NMPB) (the medicine regulatory agency of Sudan). Our objectives were to:
• check the conformity of the wholesale and retail prices of medicines with those approved by the NMPB;
• assess the adherence of pharmacies to the formal retail prices set by the wholesalers/importers and published on their invoices;
• compare prices of generic medicines with those of the proprietary medicines and the prices of selected medicines with those cited in the International Price Indicator published by Management Sciences for Health widely known as IRP [6] and British National Formulary (BNF), which is accepted by NMPB as an independent reference for medicines prices [7] . MSH reference prices are the medians of recent procurement or tender prices offered by not-for-profit suppliers to developing countries for multi-source products;
• gather evidence on compliance with price regulation in Sudan and demonstrate violation of the official prices set by regulatory agency and importers;
• put forward recommendations to obtaining more accurate measures of overall price differences. Assessment of the pricing mechanism for locally manufactured medicines was not undertaken in this study.
Background
Prior to marketing in Sudan, a medicine must be registered with NMPB with a C&F price approved by NMPB. NMPB issues a certificate of registration, which displays, in addition to other information, the C&F price. The certificate of registration is valid for 5 years after which the product must be reregistered. However, in accepting the C&F price, the current system does not guarantee its sustainability during the life-span of the certificate of registration. It allows changes to registered C&F prices in response to changed economic circumstances, such as fluctuations in the exchange rate and adjustments for inflation over the life of the certificate. The current system requires local manufacturers and importers to get the approval of NMPB for price change (increase or decrease) with an explanation prior to applying new prices.
Pricing system in the private sector
Pharmaceutical prices are regulated by the Pharmacy and Poisons Act [3] . Based on a medicine's total C&F (i.e. wholesalers add a fixed percentage to the price they pay for the manufacturers from abroad), NMPB fixes maximum percentage mark-ups for all medicines for 2 stages of the distribution. Wholesaler's profit is 15% of the total costs to their central warehouses in Khartoum, and retailer's profit is 20% of the wholesaler's price (Figure 1) .
The system thus creates a leveraging effect whereby wholesalers and retailers respectively race to import and dispense expensive medicines that give them higher profit margins. These inflated prices compromise patient access to medicines. The price of medicines is one of several reasons for lack of access to essential medicines. It has been reported that less than 50% of the Sudanese population has regular access to the essential medicines [8] . No government value added tax is applied along the supply-chain. The government tax 1.5% of purchasing prices in the case of retailers and charge a 15% profit tax to be paid by importers. Importers are required to stamp the final price to consumers on the medicine packages sold to pharmacies [9] .
The standing medicine pricing committee within the NMPB, determines the C&F acquisition unit cost to the destination named by importers (in Sudan this is known as C&F price) after consideration of various factors. The suggested price is agreed upon between the committee and an importer of medicines (the local agent for the manufacturer from abroad) before final registration of the medicine. The C&F price of an innovator brand product is also determined by the same committee.
As shown in Figure 1 , the original price of medicines is almost doubled before reaching the end users. According to the recently approved regulations by NMPB [9] , the wholesalers should charge all pharmacy outlets equal medicine prices throughout the country regardless of the distance from their warehouses.
Pricing system in the public sector
In the public sector, procurement is carried out by the Central Medical Supplies Public Corporation (CMSPC). The C&F price is determined by the tender committee. As shown in Table   1 , costing is also done by CMSPC by adding a total of 24.2% and 29.0% to products that are shipped by air and sea respectively. Products of CMSPC are sold to public and private health facilities at a 20% mark-up and at 12% mark-up for Revolving Medicine Funds (RDFs) at state levels. CMSPC sells medicines either directly to the federal hospitals or to the RDFs in other states which in turn sell them to the public health facilities (Figure 1 ). Each level adds its own mark-up before the medicines are finally sold to end users. Thus, any issues of cost recovery are problems for the institutions not CMSPC, and the original price of medicines is increased 2 or 3 fold before reaching the end users.
Methods
A price survey was conducted in Khartoum State between July and September 2008 to assess the adherence of importers/wholesalers of medicines and retail pharmacies to price of medicines set by NMPB. Data on the prices of the 50 most popular originator/innovator brands (the patented versions of the chemical entity first launched on the international market) and generics sold in the country in 2007 (regardless of their dosage-form and strength) were collected as well as on the medicines recommended by the WHO/HAI methodology to be included in such a price survey. We ended up with 174 medicines. A total of 39 were excluded from the analysis because they had missing information on their prices. Of the 135 medicines included, all were imported; 120 (89%) were either generic or branded generics, and 15 products (11%) were innovator brand medicines. Unit medicine prices were calculated by dividing the medicine pack C&F selling price by the number of tablets, capsules, vials or doses contained.
Documentary evidence, mainly certificates of registration to collate C&F prices and invoices to the pharmacies to gather data on whole and retail prices that had been issued by NMPB and wholesalers respectively, was used to cross-check the adherence of medicine dealers to the prices (i.e. C&F, wholesale and retail prices) approved by NMPB. Data on wholesale and retail prices, which are usually written on the invoice issued to retail pharmacies by the wholesalers, were collected by the researchers from the records of pharmacies. It was not our aim to decide upon a specific sample size of pharmacies for this research, as we were not primarily interested in numbers but in the completion of data on prices of selected medicines to find out to what extent wholesalers comply with the approved prices from the regulatory authority. The required data on wholesale and retail prices of the selected medicines were obtained from the first 5 pharmacies visited and hence there was not need to go to any others. Later, variations in prices were explored by interviewing key informants, i.e. pharmaceutical importers, policy-makers. The actual price (AP) displayed on the studied products by pharmacy was also reviewed to determine to what extent retail pharmacies are following the importers' declared retail price. It also gives an idea about the efficiency of the inspection activities conducted by state regulatory authorities. Finally, AP can help assess the effectiveness of the current practice of the medicine importers of printing the retail prices of their products on their invoices to present this to the end users.
Other relevant regulatory documents, such as pricing guidelines, were obtained and analysed. All policies and legislations, namely National Medicines Policy, laws, regulations, ordinances, decrees, and circulars, regarding medicine prices were included. Documents were collected throughout the duration of the study. The main sources of those documents were the NMPB, CMS, and community pharmacies. Interviews with key informants were conducted in order to further understand the pricing mechanism and the reasons behind the higher prices reported by WHO [4] .
Components and determinants of prices were explored by interviewing key representatives of pharmacists, medicine importers and regulators on aspects of government charges, and history and impact of medicine prices in Sudan, as well as by collecting data on import prices and regulations. Interviews using open-ended questions were held in March 2009 after analysing survey data, so that the interviews could take account of the results. The interviews were conducted by the first author in the capital city, Khartoum. The interview sample was purposive and represented 3 groups: pharmacies, importers and regulators. A total of 10 informants were interviewed. Data from the interviews and documentary evidence were used to compare official approved prices by the NMPB with those charged by the medicine importers and pharmacies.
Data analysis
To measure the extent of compliance or deviation from the approved prices, we set theoretical benchmark for the wholesale price (WP) and retail price (RP). These prices were calculated by topping up government's charges to the registered C&F price for each item in the study (Figure 1 ). Theoretically, we found that the WP and RP should be 1.5 and 1.8 times the C&F price respectively (i.e. WP ÷ C&F = 1.5 and RP or AP ÷ C&F = 1.8). To compare the prices of selected medicines with the median price of their equivalents published in the IRP, medicine price ratios (MPR) were determined for each medicine by relating prices derived from the survey WHO set an arbitrary benchmark for the analysis of medicine prices in the countries of East Mediterranean Region (EMR) [4] . For the purposes of this study, we used the same benchmark to measure the efficiency of the current pricing mechanism by comparing the prices of selected medicines with those published in the IRP. In the case of publicly procured generic medicines, prices were considered "acceptable" if they had an MPR of 1 or less, which means that the price of the generic medicine was the same or less than the IRP for the same medicine. The MPR of the medicine in retail pharmacies was considered "acceptable", if it was less than 2.5. Prices above this, especially those of generic medicines, were considered "excessive".
Results

Wholesale prices
Only 15 out of 104 importing companies approved their wholesale and retail prices with the NMPB. According to the Act [3] , wholesalers and retailers are not permitted to sell medicines at prices higher than those approved. However, at the time of the study, there were no regulations adopted by the NMPB to ensure the compliance of wholesalers and retailers with the approved medicine prices. One of the interviewees heavily criticized the medicine regulatory authority effort for controlling the pharmaceutical market in Sudan. He alleged that regulators in the 1990s had a vested interest in guaranteeing a generous mark-up to the pharmacists.
"There is no control over medicine prices, for example, prices of certain generics are higher than their originators. The market has been overwhelmed by low quality medicines from countries, such as India and Pakistan."
This, together with the shortage of trained personnel and resources for assessing the reasonableness of submitted C&F prices of medicines, has meant that most of the information on medicine prices declared by pharmaceutical companies has not been scrutinized. Not unexpectedly, this situation has been exploited by some unscrupulous medicine importers. For example, the C&F price of 23% of the selected medicines was more than 10 times the IRP. Surprisingly, 71% of these items were generics. However, this might be due to the scale of production of such items that lead to high cost structures and hence the imposition of high prices. Using 1.5 times the C&F as benchmark, the wholesale price of only 40% of studied medicines was less than 1.5. The majority (88%) of these items were generics (full data not shown; available on request).
Retail prices
We verified the retail prices written on the invoices issued by the wholesalers of the studied medicines to retail pharmacies. According to the current price mechanism, the retail price should be 1.8 times the C&F registered price. In fact the retail prices of up to 47% of the selected medicines were lower than this. The majority (87%) of these items were generics (full data not shown; available on request). The retail prices of 11% of the items were less than their registered C&F. According to the interviewees, this finding could be explained by the fact that these items were registered in the early 1990s, with very high C&F prices. Theses medicines are mainly from Jordan and were imported by the government at very high prices during the period of economic sanctions. At that time, hard currency was not available and the government exchanged its sesame crop for medicines from Jordan. Later, similar generics were registered from other sources, such as India, China and Pakistan, at cheap C&F prices. The importers of medicines registered during the sanctions period were forced by market competition to reduce their wholesale and retail prices without notifying the NMPB to change their old C&F prices. Key informants interviewed argued that the NMPB's measures to control medicine prices were insufficient and they did not keep pace with the increased number of medicines registered in the highly competitive environment of the past decade. The retail price of 7% of the items was 3 or more times more than the registered or approved C&F price, i.e. a 300% mark-up on the C&F price; again, 56% of these items were generics. At the same time, the retail prices of some innovator medicines were cheaper than their generics. For example, C&F and retail prices for the generic neurobion ranged from 1.7 to 3.4 times higher than the originator Neurorubine forte® (Table 2). According to the interviewees, this was due to the registration of the generic before the innovator; a weak pricing system; intermittent availability of the innovator in Sudan; and the heavy promotion of the generic product by giving free goods. The interviewees said that patients had no choice and that their doctors and pharmacists, influenced by medical representatives, decided on their behalf.
The retail prices of 11 out of 12 originator brands were equal to or higher than their prices published in the BNF. Of these, 9 items were 2 or more times their BNF price. The highest price of an innovator medicine was Primolut-N®, whose price was 4 times higher than the BNF (Table 3 ). The C&F (and not retail) price of a generic ranitidine tablet imported from Egypt was 500% that published in the BNF.
Actual consumers' price
We also analysed the retail prices written on the invoices issued by the wholesalers to retail pharmacies with those displayed in the pharmacies and found low compliance with medicine pricing regulations; 9% of the 135 studied medicines were sold at prices less than their C&F prices. The retail price of 62 items (46%) was either double (43 items) or more than double (19 items) their C&F price. According to the interviewees, this was due to the lack of printed retail prices on the medicine pack. It also led to the differences in the price of the same brand in different pharmacies.
Pharmacies did not stick to the prices set by importers but rather the pharmacists adjusted final prices according to market demand. For example, the actual retail price to the consumers of about 75% of the selected items was more than the retail price declared by the wholesalers.
Medicine prices in Sudan compared to international reference prices
With the exception of only 5 generics, in all selected originator brands and generics the C&F and retail prices were consistently excessive in relation to the benchmark 2.5 used by WHO [4] . The C&F price of more than one-fifth of the studied items was more than 10 times the IRP; 17 out of 24 of these items were generics. The C&F prices of certain medicines were extraordinary high, up to 100 times the IRP. We also compared the retail prices written on the wholesalers' invoices issued to the pharmacies. Using the cut-off of MPR ≤ 2.5, the retail prices determined by the wholesalers of around 60% of the selected items were between 5 and 10 times higher than the IRP. Again, 31 out of 40 of these items were generics. Three interviewees reported "…we noticed that the pricing of medicines before the ‫املتوسط‬ ‫لرشق‬ ‫الصحية‬ ‫املجلة‬ ‫عرش‬ ‫الثامن‬ ‫املجلد‬ ‫الثامن‬ ‫العدد‬ establishment of NMPB was very subjective". The interviewees added that, "there were no criteria and it mainly relied on the documents and the argument made by the importers".
CMS prices
In order to make medicines more affordable and reduce the burden on households, the government -through the public sector -has focused on essential medicines, which are purchased through international competitive bidding. WHO reported that the CMS manages to buy generic medicines so efficiently through open tender, i.e. at a MPR of 0.2, the target set by WHO as benchmark is 1 or less [4] . In the public sector, although the tender prices recorded were largely below the IRP, the mark-ups of CMS on generics were higher than those of the private wholesalers. The wholesale price of the medicines distributed by CMS, on average, was twice as high as their C&F price. The mark-up of CMS on the C&F price of selected items ranged from 71% to 2096%. In addition, CMS neither publishes retail prices of its medicines on the invoice nor prints them on the outer pack. As a result, lower prices at CMS do not help much in controlling prices in the private sector because some retail pharmacies sell the low-cost tender items from CMS at the retail prices equal to those set by the wholesalers for the same medicines.
Interviewees argued that the current pricing system adopted by CMS should be rectified, simply because consumers did not benefit from tender by price reductions. However, decision-makers at CMS attributed the high mark-ups on the tender prices to the high CMS operating expenses that resulted from maintaining certain stock levels of high cost, lifesaving items such as vaccines. In addition, they reported that this adjustment prohibits leakage of cheap medicines from public sector facilities to private ones and convinces people that CMS medicines are not low quality and at the same time keeps down the cost of obtaining medicines. As interviewees at CMS pointed out, some patients, including the poor, perceive cheap medicines as low quality.
Promotion/propaganda allowance
The value of free medicines imported to Sudan during the first 6 months of 2008 was US$ 17.6 million (i.e. 30% of the value of medicines imported by the private sector) [National Medicines and Poisons Board, Annual report, 2008, unpublished] . The origins of these medicines were mainly Jordan, India and Pakistan (Table 4) . Some importers gave from 50% to 100% free medicines per invoice. The interviewees who were against a free goods policy argued that this practice has weakened the control of medicine prices in Sudan. According to them, it is difficult for inspectors to trace the free medicines because it is left up to the pharmacies either to reduce their prices by spreading the cost of goods over all invoiced items or to sell the free goods as if they had paid for them. Interviews with importers who opposed the promotion argued that the bonus also distorts medicine prices and unnecessarily escalates their cost. Retail pharmacies tend to sell medicines of companies that offer free goods at the expenses of those who do not. Certain importers do not give free goods and rely mainly on promotion done by their medical representatives. Promotion is very effective tool and doctors prescribe the promoted products, but at the dispensing level, pharmacy staff substitute the products on the prescription with those from pharmaceutical companies that give free goods. This practice hits hard on patients who do not know the price of alternative medicines, which in most cases is cheaper. It is clear that the C&F prices of these medicines have been inflated by the importers and their principal manufacturers. This was confirmed by interviews with pharmacists working in medicine importing companies who explained that the cost of free goods is already added to the C&F prices. However, interviewees from medicine importing companies argued that any change in the current pricing system to impose more stringent control on C&F prices and set low profit margins for importers favours current market operators and creates an informal barrier to entry of new comers from countries producing generics. Those interviewees thought that the current pricing system gave more leverage to the manufacturers and made Sudan an attractive market. Free goods helped importers to promote their new medicines and reduce their overheads by eliminating the budget line for promotion.
Discussion
Price regulation of medicines is especially important in settings where medicine shortages are common in public health facilities. This situation forces patients to purchase their medicines from the private sector [10] , such as retail pharmacies, which are considered the most accessible source of medicines. Our findings confirm what has been reported by WHO [4] that the price of medicines in Sudan are comparatively higher than in countries of the Middle East. The fact that the prices of generic medicines do not follow economic theory [11] suggests that there must be some interference with the free market for generic medicines that is causing Sudanese prices to be higher than comparable countries in the region.
Using the current mechanism, medicine prices in Sudan cannot be easily controlled and the status quo remains. For example, in Egypt a medicine retail price is considered high, if it is more than 30% of the BNF price [A. Salih, unpublished report, 2007]. Our findings reveal that the C&F price, and not the retail price, of a generic ranitidine tablet imported from Egypt was 500% that published in the BNF. In the United Kingdom (UK), almost all the population is covered by the National Health Service, whereas in Sudan more than 70% of patients pay for medicines out of their own pocket [2] . According to WHO, per capita expenditure on medicines in the UK is equal to US$ 253 compared to only US$ 4 in Sudan [12] . In addition, per capita gross domestic product (GDP) per year and per capita GDP at purchasing power parity (PPP) per year are totally different between the UK, Egypt and Sudan. The GDP per capita in PPP in the UK is 17 times that of Sudan and 6 times that of Egypt. In addition, public health expenditure in the UK is 106 times higher than Sudan, and 19 times higher than Egypt, and PPP in the UK is 19 times higher than in Sudan, 7 times higher than in Egypt [13] . These figures highlight the weakness of the current pharmaceutical price mechanism in Sudan, which appears to be disregarded by politically influential business men. There is evidence that some importers collude with foreign manufacturers to misreport C&F prices [14] and some retailers do not apply formal margins written on the invoices issued by importers. It seems that the weak medicine control departments at central and state levels and untrained inspectors enable importers and retailers to bypass the existing price regulations and make higher profits.
Cost can be a major barrier to adequate treatment, particularly in low-income countries [8] . Although a pharmacoeconomic evaluation is normally conducted to help inform budget allocation decisions, it could be of value in settings where patients pay for their medicines. A government regulatory authority needs to do such evaluation on behalf of the patients. As has been reported in many countries, such as Australia and Canada [15] , pharmacoeconomic evaluations need to be a mandatory part of the dossier for the registration of new medicines and pricing in Sudan. Such a value-based mechanism for pricing of medicines will ensure patients access to clinically effective and cost-effective medicines.
Without stringent national medicine pricing regulations that can help to lower the medicine price in both the private and public sectors, consumers will find it difficult to access even life-saving medicines. Our study also found that some generics cost more than innovator medicines. This could be attributed to the lack of medicine price regulations and weak medicine pricing system adopted by NMPB in Sudan, where the majority of importers fix the whole and retail prices of their medicines without NMPB approval. The study findings therefore highlight the need for national medicine pricing regulations in order to control the level of mark-up that wholesalers and retail pharmacies can apply to medicines, which in turn will increase the accessibility of medicines to the population. The level of mark-up should aim not only to increase accessibility of medicines but also the viability of the business of both wholesalers and retailers of pharmaceuticals in Sudan. The inspection and supervision systems at both federal and state levels need to be more frequent and effective. Training of inspectors and necessary logistics should be in place. Finally, the NMPB needs to review medicines prices regularly. The price revision ensures affordable prices for patients and enables the medicine importers to maintain their ability to make profit.
There is a lack of transparency in the current pricing mechanism. As a result, new legislation and associated regulations must ensure transparency of medicine prices along the supply chain. The new regulations need to address all the preconditions necessary for the laws to operate effectively in practice. These include clear criteria for calculating the C&F price, agreement on the different government charges to be included in the cost, a decision on the mark-up for wholesalers and retailers, and a specified penalty for selling at higher prices the registered, published prices. To be successful, the regulations must be enforced and their impact on accessibility of medicines must be monitored.
The current fixed mark-ups, i.e. 15% and 20%, encourage both wholesalers and retailers to sell products of high C&F prices. The new pharmaceutical regulations must legally obligate the importers to fix sliding mark-ups for whole and retail prices ranging from, for example, 15% to 20% and 20% to 25% respectively, depending on the total cost to their warehouses in Khartoum. This also needs to be publicly regulated and enforced by NMPB. This could be done through the publication of medicine retail price on the outer package. The sliding scale of putting highest mark-up on lowest C&F prices will encourage wholesalers and retailers to buy low cost medicines rather than the more expensive products.
From the findings of this survey it is most likely that the costs of the medicines freely distributed to the pharmacies are added to the total costs and hence contribute to higher C&F prices. A policy on free goods is needed to rectify the situation. Such a policy should, however, reduce the retail prices while limiting or prohibiting the bonus. Although this would reduce the profit of the pharmacies, it would reduce the burden on the patients and on the health system as a whole. The question why Jordan offers large quantities of free goods needs to be answered.
There are several limitations to this study that need to be acknowledged and the findings need to be interpreted with caution. First, the actual retail prices are not generalizable to the whole country since we only selected 5 pharmacies from urban areas in Khartoum State. However, there is some justification for this since all the wholesalers are in Khartoum. In addition, in Sudan, each wholesaler imports its own medicines and sells them directly to the retail pharmacies, i.e. there are no brokers between wholesalers and retailers; and all importers print whole and retail prices on their invoices of medicines issued to retail pharmacies, regardless of where the pharmacies are. Second, the survey used a different sampling method from the WHO and Health Action International (HAI) methodology, which indicates whether prices are high or low in developing countries. Thus the approach has not been validated by large-scale studies and the results may not be reliably comparable to those obtained using the WHO/HAI methodology elsewhere. The purpose of our study was different from that of WHO/ HAI and our findings could be used as evidence that the current pricing system does not work.
Conclusion
Little compliance with official price regulations was observed at all stages of the pharmaceutical distribution chain. Lower prices at CMS does not help much in controlling of prices in the private sector, because retail pharmacies sell the low-cost tender items from CMS at the high retail prices set by their wholesalers. Private-sector retail pharmacies benefit from this practice and make large profits using this privilege. The current pricing system, in both public and private sectors, is of limited benefit in controlling escalating medicine prices in Sudan. A new price mechanism should be put in place to avoid stretching what is in many cases inadequate household income. The NMPB needs to step up its supervision and monitoring efforts regarding medicine prices. Our study contributes in a number of ways to the existing debate on medicine prices in low-income countries. It shows the importance of fixing cost and profit mark-ups for both private and public sectors for each stage of medicines distribution in order to improve access to medicines. National mark-ups can be at least as important as C&F prices for the determination of medicine prices. The research also shows that the belief that the prices of generic medicines that have been imported from cheap sources, such as India and China, as well as those have been purchased through public open tenders is lower may be oversimplified and not in fact the case.
